A study was performed to assess whether the existing differential capitation fees for general practitioners accurately assess differential workloads. Data from the third morbidity study in general practice were used to compare capitation fees with relative workload in differing age and sex groups. The population mix which determined the payment by capitation for the 143 principals in the study provided the basis for examining the advantage or disadvantage the general practitioner got from the existing system. Capitation fees for the elderly underestimated the increased workload by 21% for those aged 65-74 and by 54% for those aged 75 or over but overestimated the workload for male adults aged up to 65. Nevertheless, 60% of the participating general practitioners were not advantaged or disadvantaged by more than 2-5% of their capitation fees (£450 a year for the average practitioner with a list of 2000 patients). Similarly 88% were not advantaged or disadvantaged by more than 5%; none were advantaged or disadvantaged by more than 10%.
Introduction
Payment for general practitioners in the United Kingdom includes four main elements: (a) practice allowances, which are independent of district and reflect basic costs in establishing and running practices; (b) Results and comment Table I shows the average number of encounter units for each age and sex group together with the ratio of capitation to encounter index.
The analysis suggests that men (with a ratio of 0-81) represented less work and were therefore more profitable to general practitioners than women, who had a ratio of 1 17. This was true at all ages except in children aged 4 and under. The increased capitation fee for patients aged 65-74 underestimated the increased workload by 21% and that for patients aged 75 or over by 54%. The capitation arrangements also underestimated the workload among preschool children by 35%. In relative terms, these underestimates were balanced by overestimates in the age group 5-14 in both sexes and for men in all age groups up to 64. When children aged under 15 were considered together the ratio of encounter to capitation at 0 85 implied no substantial disparity. 
Discussion
If all practices had the same composition (by age group and sex) no useful purpose would be served by differential capitation fees. It is only to the extent that practices differ that capitation fees are necessary, to ensure equitable payment for work done. This is especially important ifage is relevant because longevity is increasing. This review was concerned exclusively with age and sex, though other factors, such as place of residence and social class, may also be relevant. The computerisation of family practitioner committee registers opens new opportunities for an elaborate structure of differential capitation fees since calculating practice specific capitation fees can be automated.
The justification for such a system would require evidence that the present and comparatively simple system is unfair.
This inquiry used data gathered in a national morbidity study of 143 principals from England and Wales. Because this study was a voluntary one the recruitment of practices may have been biased, but neither of the characteristics studied here, the population mix in practices and the relativity of the workload in different age-sex groups, is likely to have been affected by a systematic bias. In comparing capitation with workload there were substantial anomalies in some age and sex groups but when comparing them as they affected individual general practitioners few of the anomalies remained. Eighty six (60%) of the 143 general practitioners received capitation fees within 2-5% of the value based on encounters. A further 40 principals (28%) were within 5%. No general practitioner was advantaged (or disadvantaged) by 10%, a factor worth £1800 a year to the general practitioner with a list of 2000 patients.
The sex of the patient was a major determinant of workload, and this is not specifically recognised in capitation fees. The composition of the study practices did not show substantial variation by sex and that which did occur was largely secondary to differences in age structure. Hence there is no benefit to be obtained by differential capitation based on sex. This might change, however, if a significant number of practices have a distribution by sex outside the 45%-55% limits.
There were three practices outside these limits, and one of them, with 61% men (including a boys' boarding school in a total population of 1845), was in the advantaged group. The other two were in the disadvantaged group and contained 64% and 65% of women; one was the practice serving military families and the other was a singlehanded practice of 1650 patients with 30 7% of elderly people.
The most important finding in this study was the underestimate of relative capitation in those aged 65-74 and 75 and over. The inadequacy of the relative capitation of elderly people was shown in the analysis of encounters and in the analysis of population mix in the practices. The ratio of encounters to capitation was recalculated using the existing age bounds for capitation and applying these in the ratio of 3:5:7. For 129 principals (90%) working in 43 of the practices the ratio was within 2-5% of unity. Two practices (four doctors) with large excesses of women remained disadvantaged by 4-6% and 8-7% and three practices remained advantaged; one of these was the practice with 61% of men (advantaged by 7T0%); the other two (advantaged by 4-2% and 3-7%) had especially small proportions of elderly patients. Rank ordering using this scale produced results at the extremes which were very similar to those based on current capitation.
Children aged 0-4 provided a workload for general practitioners which was greater than the average over all ages. Given the population mix that existed within practices, however, it did not matter that this was not specifically recognised in the capitation system. Indeed the advantaged general practitioners had a relatively greater proportion of children. These data suggest that there is nothing to be gained by having an increased capitation fee for young children. The arguments for such a fee could be equally applied to reducing the capitation fee for children aged 5-14.
The relative difference in average list size per principal between advantaged and disadvantaged general practitioners was highly significant, though a surprise. Practices retained the same relative position when the data were analysed on the basis of a capitation index calculated after excluding the supplementary capitation fee. There were weak associations between list size and the proportion of elderly people and list size and the proportion of women, but these findings may have been specific to the study practices and not applicable elsewhere. No 
